Background
ccording to the general census of population and housing in 2011, the population of the elderly has nearly quadrupled from 1966 to 2011 (while the population aged 60 years and older has doubled in the West). The growth rate of Iranian old people is estimated at 3.9% between 2006 and 2011. Particularly in urban areas, the elderly population has risen from 600000 in 2006 to 4.4 million in 2011. In A other words, over a period of 45 years, the urban elderly population has increased 4.7 times.
During the same period, the number of seniors of rural areas with a slower growth rate than urban areas ranged from about 1 million people in 1966 to about 1.8 million in 2010, indicating an increase of 1.7 times (Statistical Centre of Iran 2014) . This difference in the growth rate can also require different needs. Moreover, the life expectancy in rural areas is less than urban areas, due to lower income, poverty, poor working conditions, lack of health facilities, traditional trusts, transportation or mobility problems, poor services or lack of access to information (Liu 2014 ).
Since urban elders experience a more favourable economic and health status, their needs are less than the rural elderly (Pahlavanzadeh & Jarollahi 2011). Rural elderly people experience a higher rate of heart disease, cancer, diabetes and mortality due to diabetes, special circumstances and possibly lack of compliance with health provisions compared to urban elderly people. The difference between urban and rural population naturally creates different needs, which require different services, for example, in terms of leisure activities in rural areas and lack of these facilities (Sampaio, Ito & Sampaio 2013 ).
In general, most of rural elderly people in Iran are more deprived than urban elderly in terms of available healthcare services, income, education, housing and transportation and these issues have not been addressed independently in various provinces of Iran (Statistical Centre of Iran 2014). In some studies, it has been mentioned that 18.5% of rural elderly people have serious problem with transportation in order to access to medical, social and personal needs and are far away from medical services compared to their urban counterparts. Moreover, in rural areas, safe and reliable transportation, like a mobile unit, is required to give services and required resources to rural elderly (Schwarzlose et al. 2014 ).
The elderly people should have access to healthcare and social services with regard to increased expenses of transportation to prevent their social isolation (Park et al. 2010) . Although the experts and social workers have partly resolved this problem with their presence in health care facilities in rural areas, the condition is not the same in cities and hence, referral of the urban elderly people to healthcare centres and receiving services is significantly weaker than that in rural areas and this can make urban elderly more vulnerable than rural elderly people. Thus, it could be observed that urban or rural area of living of the elderly has its special advantages and disadvantages. Because of these differences, it is essential to investigate in the field of comparing supportive care needs of rural and urban elderly, so that increased medical expenses, unavailability of health centres and transport services can be the main problems for rural elderly and lower their life expectancy compared to urban elderly (Mousavi & Mostafaiee 2012) .
Nowadays, in majority of rural and urban communities, younger members of family are leaving their families and weakness of neighborhood networks is also increasing. As a result, some elderly people with low income, especially people in rural areas, are exposed to the risk of poverty and more subtle forms of deprivation because of transportation problems, weak services or unavailability of information (Beach & Schulz 2017) . Although majority of elderly people are still in contact with their families, the supportive institutes are responsible for meeting their needs and the requirement (Culp et al. 2016) . In a study conducted in 7 European countries, it has been found that demand for social support and meeting social needs can have significant effects on improving health problems of the elderly. Those elderly people living with their spouse and family have high level of social support and less suffer from distress, depression and physical complaints. On the contrary, people with lower social support are mentally abused; low social support can associate with lower economic status and misbehavior of the elderly (Melchiorre et al. 2013 ).
In another work (Sampaio, Ito & Sampaio 2013 ) conducted in Japan, it was found that rural elderly have less opportunity to have social interactions and supports and this can lead to low mental health. Moreover, social and emotional support can help reducing consequences of stressful events and diseases, risk factors and social isolation. In another study conducted by Bastani and Zakariaei Seraji (2012) , it was found that the elderly women receive more and various supports from their network members compared to older men. The elderly men and women also act differently with providing social supports. Another result of the study was that the variables of contact and the intimacy, gender and marital status can affect social support exchange. The elderly people with face-to-face contact and more intimate relations with network members exchange more supports with them. The elderly people living in sanatoriums have stated that they stay in these places because they had no one to live with, nobody to take care of them, death of their spouse, and marriage of their children.
Based on many studies, urban and rural elderly people consider nutritional needs and educational and nutritional supports very important Recognition of nutritional needs and also educational and nutritional support is important in urban and rural elderly people (Howie, TroutmanJordan & Newman 2014; Culp 2016; Sampaio, Ito & Sampaio 2013) , consequently comparing the nutritional needs, along with other needs, in urban and rural elderly people is necessary. The elderly people need more support than other age groups in this field. Based on the relevant studies conducted in Iran and European countries on the health services in the elderly population, it has been shown that Iranian elderly people suffer from many problems compared to their European peers in terms of health and medical needs. Hence, to support health and treatment needs of urban and rural elderly, at first these needs should be identified and assessed and then based on these needs, authorities should start to plan for rural and urban elderly people for a holistic or comprehensive care and providing necessary support (Amiri 2014).
According to the similar studies, many factors such as social, economic and nutritional support have been studied in the elderly population; however, other needs such as healthcare, daily personal care, housing, safety, education, transport, spiritual and recreational needs that affect life of the elderly and their health status are neglected. Although lots of studies have been conducted in Iran on ageing and its complications, no study was found that compared supportive care needs of rural and urban elderly people. Congruent with urban and rural elderly population growth and an increase in the growing population of the elderly over the recent years in Iran, their more specific needs like healthcare, medical and nutritional needs have also increased.
Clearly, the analysis of needs can be an essential introduction to determine the required services of the society, identification of priorities, and optimal use of the budget (Statistical Centre of Iran 2014). Therefore, similar studies are required on supportive care needs of the elderly as well as identifying their needs and problems. In this regard, this study was conducted with the objective of comparing supportive care needs of urban and rural elderly people in Kermanshah City, Iran in 2016.
Materials and Methods

Study design and participants
It was a descriptive-comparative study. A total of 192 urban elderly and 192 rural elderly referring to rural and urban healthcare centers of Kermanshah University of Medical Sciences were recruited by stratified random cluster sampling in 2016. To this end and determining the healthcare centers for sampling, Kermanshah was divided into 5 zones of North, South, Central, East and West. One health center was randomly chosen from each zone. Kermanshah had 25 healthcare centres in total and 5 centers were selected randomly from 5 different districts. Then, with equal proportion of each center, 40 elderly people from each center including 20 female and 20 male were selected.
Kermanshah has 27 villages distributed in 5 districts. Accordingly, elderly people who had health record in these villages were selected as sample. For data collection, a researcher-made demographic questionnaire was used containing 12 open questions related to age, gender, residence, education level, marital status, number of children, monthly income, job, insurance and staying with which family member.
Support care needs questionnaire
The supportive care need scale contains 81 items and 9 subscales including health care support (15 items and 8 options), educational support (6 items and 3 options), transport support (9 items and 3 options), personal care support (14 items and 3 options), nutritional support (8 items and 3 options), safety care support (6 items and 3 options), housing support (7 items and 3 options), spiritual support (7 items and 3 options), and recreational support (9 items and 3 options).
Scoring in this questionnaire was as follow: Overall value of each dimension shows the support gained in that field. As a result, high score in these dimensions means less need to support and lower value means more health support needs, educational, personal care, nutritional, transport, spiritual and recreational. To determine the validity of the supportive care need scale, content and face validity was used. The supportive care need scale has been assessed by 10 professors in elderly nursing fields (Amiri 2014). As the validity of supportive care need scale is assessed carefully on rural and urban elderly people and is consistent with the sample of this study, it has been used as a valid instrument for data collection in this study.
Reliability of the questionnaire was confirmed by Amiri (2014) using internal consistency. In this regard, Cronbach's alpha coefficient was calculated for health centers, education, transport, personal support, nutrition, safety, housing, spiritual and recreational needs and the related values were 0. 764, 0.895, 0.774, 0.785, 0.818, 0.769, 0.745, 0.838 and 0.663 respectively (Amiri 2014) . As reliability of the questionnaire was carefully tested on urban and rural elderly samples and is consistent with the sample of this study, it was used as a reliable data collection instrument in this study.
Data analysis
For the purpose of data analysis, SPSS-PC, (V. 22) was used. Descriptive statistics (frequency distribution tables, frequency, percent, mean value, SD and linear and numerical diagrams) and inferential statistics (chi-squared and independent t-test) were used. As the scale of responding to two subscales of spiritual and nutritional needs was quantitative, t-test was used for independent groups. However, in other subscales, chi-squared test was used to compare mean values of healthcare needs, personal care, educational, transport, security, housing and recreational needs between urban and rural elderly people.
Results
The comparison of demographic variables between two groups of urban and rural elderly people showed no significant differences in terms of gender, age, marital status and their house mates. However, they were significantly different in terms of number of children, income source, job and insurance type. With regard to the income source, 73% of urban elderly received retirement pension and were under support of supportive care organizations compared to 69% of rural elderly people.
With regard to the spiritual needs of two groups of urban and rural elderly people, there is significant difference between rural and urban elderly people (P=0.02) ( Table 1) . Regarding the nutritional needs of urban and rural elderly people, no significant difference was observed between urban and rural elderly of Kermanshah City (P=0.944) ( Table 1 ).
According to the results, there is significant difference between urban and rural elderly people in terms of needs to healthcare (P=0.01). Regarding the personal care needs, no significant difference was seen between urban and rural elderly people of Kermanshah (P=0.068) (Table 1 and 2) . Also, the results showed a significant difference between urban and rural elderly people in terms of educational needs (P=0.001). By comparing transport needs between urban and rural elderly people, significant difference was found between urban and rural elderly (P=0.01). Comparing security needs between urban and rural elderly people showed no significant difference between them (P=0.43). With regard to housing needs, no significant difference was observed between urban and rural elderly people (P=0.71). Finally, after comparing recreational needs between urban and rural elderly, significant difference was observed between two groups of elderly people (P=0.001) ( Table 2 ).
Discussion
In terms of Demographic data such as number of children, income, occupation and type of insurance, there was a significant difference between the elderly in urban and rural areas. As mentioned before, 73% of urban elderly received retirement pension and were under support of supportive care organizations compared to 69% of rural elderly people.
The result of Maltiquera et al. study in 7 European countries, showed that 8.9% of the urban elderly were employed, 23.4% retired, 56.8% housewives, and 9.9% unemployed. Among the rural elderly, 25.2% were employed, 8% were retired, 52.9% were housewives, and 11.8% were unemployed. The housewives were all female and the unemployed were all male.
In terms of spiritual support, there was a significant difference between urban and rural elders. Urban elderly people showed more spiritual needs than rural elders, and they needed to pay more attention to spirituality. This finding is consistent with the findings of Babanzade et al. (2012) in Ilam City, Iran that 30% of women and 70% of elderly men referred to mosques and pilgrimage centers, as well as 27.7% of women and 72.3% of rural elderly men participated in reading prayers and Quran, with a significantly higher number of men than women.
In explaining this finding, it can be argued that elderly people in large cities usually face more problems, like machine life, high occupancy of family members, work-life problems, and careless children who usually do not spend time to address the spiritual needs of the elderly. Urban people can access the mosque during the prayer so they pray less than the rural people, on the other hand, in a small village and the centrality of the mosque, villagers are more engaged in prayers for the congregation and the use of spiritual spaces. Older people living in rural areas compensate for spiritual needs by engaging more with their neighbors and friends. The positive aspects of living in the countryside, such as the stability of the inhabitants and their shared values and lifestyles, boost social relations. From the theoretical point of view, religious beliefs in rural elders contribute to their adjustment to stresses and can influence seniors' evaluations of events.
There was no significant difference between urban and rural elderly in terms of nutritional needs. In this regard, the urban and rural elderly were equal in all aspects of nutrition. This finding is in line with the results of Kansal et al. (2016) study entitled "Assessment of Nutrition Support Status of 190 Rural Indigenous People in India." They found that a minority of women had normal nutritional status indicating the support needs of this part of the rural community to the nutritional issue; however, they did not find any significant relationship between the gender of the elderly and their nutritional status.
In terms of health care needs, there was a significant difference between urban and rural elders and it was shown that urban elderly have more health care needs. This finding is somewhat inconsistent to the results of the Schwarzlose et al. (2014) study, which showed that 18.5% of the rural elderly did not receive any health care from the healthcare centers. In explaining this difference, rural elders in the Schwarvels study had a serious problem with transportation to access medical, social and personal needs, and they usually had more distance from medical services than their urban counterparts.
In rural areas, transportation is safe and reliable, for example, providing rural elderly services, like a mobile unit, is necessary to access the needed resources. But in our study, healthcare centers in villages have somewhat resolved this gap. In explaining the high health care needs of urban elderly people, one can highlight the level of expectations and high quality of life in the city and the urban elderly, which compels older people to expect higher level standards when answering the questions of the need support questionnaire. As a result, their unsatisfied support needs increase.
On the other hand, dissatisfaction among urban elderly people can increase their support needs. The cost of living in the city is very high and most commodities in the city are very expensive. Also, the findings of the present study are inconsistent with the results of studies of Lowry (2009) in China, Howie et al. (2011 ) in Tierney et al. (2015 in Australia that rural elderly have less access to health care compared to those who live in the city. This could be related to the cultural differences and different possibilities of the two countries and the city studied. In terms of need for personal care, there was no significant difference between urban and rural elders, but in dimensions such as interaction and sleep, elderly people showed a better situation. These findings were in agreement with the results of Babanejad et al. (2013) study.
In a study in 2012 on elderly people in Ilam Province, a few elderly people found it difficult to wear and change clothes in their bathing and personal grooming. In explaining these findings, it can be said that older people who are in poor health and keep in touch with their friends through personal contact, have better mental health and show less sleep disturbances. Similarly, when close relatives die, friends can compensate for their lack of social support. In explaining this finding, one can argue that the elderly living in small towns and rural areas, by interacting more with the neighbors and friends, compensate for the distance from family members and social services. The positive aspects of small communities, such as the stability of their inhabitants, and their shared values and lifestyles, enhance the happy social relationships (Mortazavi et al. 2011 ).
The results of this study show that rural elders receive more education and urban elderly people need more attention with regard to educational needs. This finding is in line with the results of the study by Flia et al. (2007) . They found that non-medical strategies such as diet and exercise training can improve blood glucose levels, increase patient's motivation, prevent complications of disease, and promote quality of life in the rural elderly. In explaining these findings, it can be noted that urban elderly have problems such as transportation, i.e., being far away from health centers and educational centers compared to their rural counterparts.
The findings of this study show that transportation needs in urban elderly people of Kermanshah are significantly higher than that in rural elderly people. The results of this study, to some extent, were congruent with a research on the elderly in Iran. Bagheri Dizay et al. (2013) , found that 62.9% of people were able to use public transport and 14.2% could not use the vehicle at all. The results of Averil (2012) in one of New Mexico's villages in the United States showed that rural elders face serious transportation problems and thus no access to medical, social and welfare services. These findings are consistent with the results of our study.
The results of this study show that urban elders have more spiritual needs than rural elderly people. But rural elderly people need more health care, education, transportation and recreational facilities. In terms of nutritional needs, personal care, housing and safety, there was no significant difference between urban and rural elderly people. According to these findings, recreational facilities are essential for the elderly. It is also important to increase the level of literacy especially in villagers in order to increase their social interactions and promote the use of social networks to prevent social isolation. Therefore, considering more vulnerability of rural elderly people compared to their urban counterparts, it is necessary to pay attention to the needs of this group. Also, attention to health issues and the availability of health care facilities are priorities that should be considered more seriously for elderly population.
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